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aCase report
A  48-year-old  woman  was  referred  for  a  right  thyroid  nodule
discovered  serendipitously  on  palpation.  Ultrasound  found  a
40-mm  hypoechogenic,  poorly  contoured  nodule  with  cen-
tral  vascularization.  Cytopuncture  proved  non-contributive.
The  patient  was  euthyroid,  with  no  other  known  pathology
except  for  recently  diagnosed  ankylosing  spondylarthritis.Figure  1  Contrast-enhanced  chest  CT,  axial  slice.  White
arrow:  esophagus.
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rrow: esophagus.
Right  lobectomy  was  planned.  The  superior  pole  was  liga-
ured,  the  inferior  pole  released  and  the  terminal  branches
f  the  inferior  thyroid  artery  located.  The  inferior  laryn-
eal  nerve  (ILN),  however,  failed  to  be  located  in  the
sual  ‘‘recurrent  laryngeal  nerve  territory’’.  It  was  iden-
iﬁed  at  its  entry  into  the  larynx,  and  retrograde  dissection
nabled  safe  removal  of  the  thyroid  lobe.  The  nerve  showed
served.
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Q What  is  your  diagnosis?Figure  3  Aortic  cross  in  3D  reconstruction.  A.  
 horizontal  trajectory,  joining  the  retrocarotid  vagus
erve  perpendicularly.  Extemporaneous  anatomopathologic
xamination  of  the  nodule  suggested  benign  vesicular  ade-
oma,  conﬁrmed  on  ﬁnal  examination.  No  surgery  was
erformed  contralaterally.  Postoperative  course  was  free  of
omplications.  There  was  no  impairment  of  vocal  function
r  vocal-fold  mobility.uestions
Question  no.  1:  what  does  the  trajectory  of  the  inferior
laryngeal  nerve  suggest?anterolateral  view.  B.  Right  posterolateral  view.
Question  no.  2:  postoperative  cervicothoracic  CT
was  undertaken:  what  is  your  radiological  diagnosis?
(Figs.  1—3).
Question  no.  3:  what  symptom  is  classically  associated  with
this  pathology?
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[A  freak  of  nature  
Replies
Reply  no.  1:  what  does  the  trajectory  of  the
inferior laryngeal  nerve  suggest?
Non-recurrent  ILN.  The  right  ILN  originates  from  the  trunk
of  the  vagus  nerve  at  the  level  of  the  thyroid  gland,  with  a
trajectory  that  is  abnormally  horizontal  instead  of  more  ver-
tical,  as  after  deﬂection  under  the  right  subclavian  artery.
Reply  no.  2:  postoperative  cervicothoracic  CT  was
undertaken:  what  is  your  radiological  diagnosis?
Retro-esophageal  right  subclavian  artery.  An  opaque
retro-esophageal  arterial  structure  can  be  observed
(Figs.  1  and  2).  A  common  trunk  replaces  the  right  brachio-
cephalic  artery  (Fig.  3A  and  B:  no.  1  on  the  ﬁgure),  formed
by  the  right  primitive  carotid  (Fig.  3A  and  B:  no.  2  on  the
ﬁgure)  and  right  vertebral  arteries  (Fig.  3A  and  B:  no.  3  on
the  ﬁgure).  This  common  trunk  is  indeed  the  origin  of  the
right  primitive  carotid  but  also,  abnormally,  that  of  the  right
vertebral  and  not  of  the  right  subclavian  artery  (Fig.  3A  and
B:  no.  7  on  the  ﬁgure),  which  originates  directly  from  the
aortic  cross.  The  left  vertebral  artery  (Fig.  3A  and  B:  no.  5
on  the  ﬁgure)  originates  from  the  aortic  cross  rather  than
from  the  left  subclavian  artery  (Fig.  3A  and  B:  no.  6  on  the
ﬁgure).  Fig.  3A  and  B  (no.  4  on  the  ﬁgure):  left  primitive
carotid  artery.
Reply  no.  3:  What  symptom  is  classically  associated
with this  pathology?
Dysphagia  caused  by  compression  of  the  esophagus  by
the  retro-esophageal  right  subclavian  artery,  known  as
‘‘dysphagia  lusoria’’.
Comments
Incidence  of  non-recurrent  ILN  is  estimated  at  0.3  to  1.6%
on  the  right  side  and  0.04%  on  the  left.  On  the  left,  it  is  sys-
tematically  associated  with  dextrocardia  [1].  Non-recurrent
ILN  should  be  quickly  suspected  when  the  ILN  fails  to  be
found  in  its  usual  place.  Three  attitudes  are  then  possible:
staying  on  the  thyroid  capsule,  locating  the  ILN  where  it  pen-
etrates  the  larynx  and  performing  retrograde  dissection,  or
dissecting  the  vagus  nerve  at  the  level  of  the  thyroid  gland
to  explore  for  the  emergence  of  the  ILN.Dissection  on  the  thyroid  capsule  without  prior  identiﬁ-
cation  of  the  ILN  is  risky:  locating  the  nerve  guarantees  its
conservation  [2,3].  Conversely,  there  is  no  sense  in  insist-
ing  on  dissecting  the  ILN  when  its  lobe  has  already  been
[
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ully  released.  Retrograde  dissection  of  the  ILN  is  a  difﬁcult
echnique  for  the  non-expert,  as  locating  the  nerve  where
t  enters  the  larynx  depends  on  knowing  the  various  local
natomic  landmarks  [3]. The  vagus  nerve  trunk  can  also  be
issected  to  locate  the  emergence  of  the  non-recurrent  ILN,
ut  this  involves  broader  dissection.  Moreover,  the  point  of
mergence  of  the  ILN  onto  the  vagus  nerve  is  variable  in  this
ituation  [1].
Thus,  identifying  a  non-recurrent  ILN  is  difﬁcult,  account-
ng  for  the  high  rates  of  recurrent  nerve  palsy  found
n  the  literature  [1]. Even  so,  several  options  are  avail-
ble  to  the  surgeon.  Although  more  demanding  technically,
he  retrograde  ILN  dissection  used  in  the  present  case  is
he  only  procedure  able  to  ensure  its  constant  identiﬁca-
ion.
Non-recurrent  right  ILN  is  induced  by  the  right  subcla-
ian  artery  emerging  from  the  aortic  cross  rather  than  from
he  right  brachiocephalic  artery,  as  would  be  normal.  This
ascular  abnormality  was  ﬁrst  reported  by  Bayford  who,
n  1761,  described  a  case  of  dysphagia  due  to  a  retro-
sophageal  trajectory  of  the  right  subclavian  artery  [4].
e  named  this  new  syndrome  ‘‘dysphagia  lusoria’’,  with
eference  to  the  Latin  expression  lusus  naturae,  meaning  a
‘freak  of  nature’’.  The  underlying  embryological  anatomy
s  thought  to  be  ‘‘absorption’’  of  the  fourth  right  aor-
ic  arch.  The  right  ILN  is  thus  no  longer  led  downward
y  this  vessel  during  embryological  development  as  the
eart  descends  and  the  neck  lengthens  [1,2,5]. In  most
ases,  retro-esophageal  subclavian  artery  is  symptom-free
nd  requires  no  treatment.  In  case  of  dysphagia,  observed  in
%  of  cases,  transposing  the  subclavian  to  the  right  primitive
arotid  artery  or  aortic  cross  can  provide  good  functional
esults  [5].
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